Key Summary Points {#FPar1}
==================

**Why carry out this study?**Psoriasis is a complex disease with heterogeneous presentation, which may have a profound effect on the everyday functioning of patients. As a strongly stressogenic disease, psoriasis may cause lack of illness acceptance and contribute to negative changes in self-image. Usually, psoriasis has also a detrimental effect on quality of life.The aim of this study is to determine the levels of illness acceptance, satisfaction with life, stigmatization, and quality of life of people with psoriasis, to analyze relationships among these variables, and to verify whether they are modulated by selected sociodemographic factors.**What was learned from the study?**People with psoriasis participating in this study showed moderate levels of illness acceptance and stigmatization, low level of satisfaction with life, and moderately deteriorated quality of life.Acceptance of illness was significantly modulated by patient sex. The level of illness acceptance was significantly higher among men than women. Furthermore, illness acceptance exerted a significant effect on satisfaction with life in psoriasis patients. Place of residence exerted significant effects on satisfaction with life (higher in countryside dwellers), sense of stigmatization (stronger in countryside dwellers), and quality of life (more severely deteriorated in city/town dwellers).The lowest levels of illness acceptance, satisfaction with life, and quality of life, as well as the strongest sense of stigmatization, were found in patients with psoriatic lesions spread across the whole body.

Introduction {#Sec1}
============

Psoriasis is a chronic disease of the skin that affects approximately 2% of the global population \[[@CR1]\]. Primary manifestations of psoriasis include itchiness, pain, and presence of thick red scaling skin lesions that may develop in each body area \[[@CR2]--[@CR4]\].

As a complex disease with heterogeneous presentation, psoriasis may have a profound effect on the everyday functioning of patients \[[@CR5]\]. As a disease affecting the skin, psoriasis may predispose the patients to psychological disorders, such as depression, anxiety, hostility, and negative self-image, during its active phase \[[@CR6]\]. Moreover, psoriasis is a strongly stressogenic disease, and enhanced stress may contribute to the exacerbation of psoriatic symptoms. Psoriasis has a huge impact on the psychosocial functioning of patients \[[@CR7]\]. The disease may distort self-image of an individual, lower self-esteem, and evoke feelings of shame and embarrassment. Often, patients have the impression of being unattractive to others \[[@CR7]\]. Due to their visibility, psoriatic lesions stimulate negative responses on other people, which eventually contributes to lack of illness acceptance and negative self-image of patients \[[@CR8]\]. Problems with acceptance of the illness may trigger negative emotions. Lack of adjustment to the disease is associated with the feeling of harm and the disruption of biopsychosocial balance \[[@CR9]\]. A higher level of illness acceptance is, in turn, reflected by lesser utilization of avoidance strategies in coping with stress. Dermatological conditions, especially psoriasis, may cause isolation in interpersonal relationships \[[@CR9]\]. Considering all of the above, this disease exerts an unfavorable effect on quality of life in people with psoriasis \[[@CR10]--[@CR12]\].

The aim of this study is to determine the levels of illness acceptance, satisfaction with life, stigmatization, and quality of life in people with psoriasis, to analyze relationships among these variables, and to verify whether they are modulated by selected sociodemographic factors (age, sex, place of residence, and duration of the disease). We assumed that the levels of illness acceptance, quality of life, and satisfaction with life in people with psoriasis were lower than in patients with other chronic skin conditions (e.g., alopecia areata, rosacea). Moreover, we hypothesized that people with psoriasis show high levels of stigmatization and the latter parameter increases proportionally to a decrease in illness acceptance, quality of life, and satisfaction with life.

Methods {#Sec2}
=======

Participants {#Sec3}
------------

The study included a group of people with psoriasis treated at the Dermatology and Medical Cosmetology clinic in Białystok, owned by Dr. Piotr Aleksiejczuk, MD, PhD.

Aside from diagnosis of psoriasis, another inclusion criterion was written informed consent to participate in the study. Each respondent could withdraw from the study at any time without giving any specific reason.

The study participants were chosen by means of purposive sampling. To make the sample representative, the authors planned to collect at least 200 completed questionnaires; therefore, the number of distributed questionnaires was much higher (*n* = 500). As expected, not all questionnaires were returned or complete. A considerable proportion of patients eligible for the study withdrew before completing the questionnaire. The response and refusal rates were 73.20% (366 questionnaires) and 26.80% (134 questionnaires), respectively.

The study was carried out between June 2018 and September 2019. The respondents received hard copies of the surveys, which they completed (after being provided with detailed instructions) by themselves or with the aid of a member of the research team, at the doctor's office or at home. The respondents who decided to complete the survey at home were provided with an addressed envelope with a postage stamp to send back the questionnaire.

Compliance with Ethics Guidelines {#Sec4}
---------------------------------

The study protocol was approved by the Bioethics Committee of the Medical University in Białystok in line with the relevant Polish law (statute no. R-I-002/285/2018 of 28 July 2018). The study procedures were carried out in agreement with the Declaration of Helsinki, as revised in 2018, and good clinical practice guidelines. Written informed consent was obtained from all patients before enrollment.

Measures {#Sec5}
--------

The study was conducted using a short survey prepared by the authors and five validated psychometric scales: Acceptance of Illness Scale (AIS), developed by Felton et al. and adapted to Polish conditions by Juczyński; Satisfaction with Life Scale (SWLS), authored by Diener et al., in Polish adaptation by Juczyński; 6-item Stigmatization Scale by Lu et al., adapted to Polish conditions by Hrehorów et al.; 33-item Feelings of Stigmatization Questionnaire by Ginsburg and Link, in Polish adaptation by Hrehorów et al.; and Dermatology Life Quality Index (DLQI) by Finlay and Khan, in Polish adaptation by Szepietowski et al.

### Survey Created by the Authors {#Sec6}

The survey prepared by the authors consisted of eight closed-ended multiple-choice questions with one or more correct answers. The questions referred to sociodemographic characteristics (sex, age, marital status, education, and place of residence) of the respondents. Moreover, the study participants were asked about the time elapsed since diagnosis of psoriasis, family history of the disease, and location of psoriatic lesions.

### Acceptance of Illness Scale (AIS) {#Sec7}

The statements included in the AIS refer to some specific problems and limitations associated with the respondent's health condition. Acceptance of illness is defined as the lack of negative responses and emotions associated with the condition. AIS can be used to measure illness acceptance in any condition. The scale consists of eight statements describing negative consequences of poor health, limitations imposed by the disease, lack of independence, dependence on others, and lowered self-esteem. Each statement is scored on a 5-point Likert-type scale, from 1 point ("completely agree") to 5 points ("completely disagree"). Complete agreement with a statement (1 point) reflects a poor adjustment to the disease and a strong psychological discomfort, whereas complete disagreement (5 points) corresponds to full acceptance of the illness. The overall AIS score can range between 8 and 40 points (pts). The higher the score, the higher the acceptance of the condition and the lesser the negative emotions associated with the disease. AIS scores below 20 pts are considered low, whereas those above 30 pts correspond to a high level of illness acceptance; values between 20 and 30 pts are classified as moderate levels of illness acceptance. An alternative way of interpretation is a comparison between the empirical scores and the results obtained in other groups of patients, also with different conditions. Cronbach's alpha for the scale is 0.82 \[[@CR13], [@CR14]\].

### Satisfaction with Life Scale (SWLS) {#Sec8}

This scale consists of five statements. The respondent is asked to assess to which degree each statement refers to his/her life using a 7-point scale, where 1---completely disagree, 2---disagree, 3---somewhat disagree, 4---neither agree nor disagree, 5---somewhat agree, 6---agree, and 7---completely agree \[[@CR13], [@CR15]\].

The scores are summed up to obtain the overall SWLS score, being a measure of one's satisfaction with life. Overall score can range from 5 to 35 pts, with higher scores corresponding to higher levels of satisfaction with life. Results are interpreted as follows:5--9 pts---respondent is absolutely dissatisfied with his/her life,10--14 pts---respondent is highly dissatisfied with his/her life,15--19 pts---respondent is somewhat dissatisfied with his/her life,20 pts---respondent is neither satisfied nor dissatisfied with his/her life,21--25 pts---respondent is somewhat satisfied with his/her life,26--30 pts---respondent is highly satisfied with his/her life,31--35 pts---respondent is absolutely satisfied with his/her life.

Cronbach's alpha for the scale is 0.81 \[[@CR13], [@CR15]\].

### 6-Item Stigmatization Scale {#Sec9}

The 6-item Stigmatization Scale consists of six multiple-choice questions to which respondents answer choosing one out of four possible options: "no," "sometimes," "very often," or "always." Responses are scored from 0 to 3 pts. Overall score can range from 0 pts, corresponding to lack of stigmatization, to 18 pts, representing the maximum stigmatization level. Hence, the higher the score, the higher the stigmatization level \[[@CR16], [@CR17]\].

### 33-Item Feelings of Stigmatization Questionnaire {#Sec10}

This scale consists of 33 questions, each with five possible responses: "definitely yes", "yes", "rather yes", "rather no", "no", and "definitely no". The answers are scored from 0 to 5 pts. Overall score can range from 0 pts, interpreted as lack of stigmatization, to 165 pts, corresponding to the maximum stigmatization level. The higher the score for the 33-item scale, the higher the stigmatization level in the respondent. Additionally, this instrument measures the level of stigmatization in six domains: feeling of being rejected, feeling of being worse, vulnerability to others' opinions, guilt and shame, positive attitude, and secretiveness \[[@CR17], [@CR18]\].

### Dermatology Life Quality Index (DLQI) {#Sec11}

DLQI is one of the most commonly used instruments to examine the effect of skin conditions on quality of life. This scale is dedicated to adult patients, older than 16 years of age. It consists of 10 multiple-choice questions, each with one correct answer, referring to quality of life and emotions related to the presence of skin disease within a week preceding the survey. Each answer is scored on a 4-point Likert-type scale, from 0 to 3. Overall score, being the sum of the scores for all individual questions, can range between 0 and 30 pts. The higher the score, the more deteriorated the quality of life of the respondent \[[@CR19], [@CR20]\]. In 2005, a division into "point groups" was developed, prioritizing results obtained using this tool. The following five groups were distinguished: 0--1 = no effect on patient's life, 2--5 = small effect, 6--10 = moderate effect, 11--20 = very large effect, 21--30 = extremely large effect \[[@CR21]\].

Statistical Analysis {#Sec12}
--------------------

The results were subjected to statistical analysis with the Statistica 13.3 package (StatSoft, Poland). Statistical characteristics of discrete variables were presented as percentages, whereas characteristics of quantitative variables were shown as descriptive statistics (arithmetic means, standard deviations, medians, lower and upper quartiles, minimum and maximum values). The Shapiro--Wilk test was used to assess the normality of quantitative characteristics distribution. Since there were no normal distribution characteristics, the characteristics were analyzed using nonparametric methods. Two groups were compared using *U* Mann--Whitney's test, and in case of more groups, ANOVA Kruskal--Wallis together test with post hoc tests. Pearson's chi-squared (*χ*^2^) test was used to analyze the dependence of quality features. The strength and direction of the relationship among quantitative variables was determined using Spearman's correlation coefficient. The study results *p* \< 0.05 were regarded as statistically significant.

Results {#Sec13}
=======

Sociodemographic Characteristics of Respondents {#Sec14}
-----------------------------------------------

The study cohort consisted of 366 patients, including 189 women (51.64%) and 177 men (48.36%). The largest group of respondents (one-fourth of patients on average) was persons aged 31--40 years. Nearly one-fifth of participant belonged to the age group between 41 and 50 years. The majority of the respondents (more than 40%) had higher education, approximately one-third of the patients had no more than secondary education, and 13% had vocational education. More than half of participants were married, one-fifth of respondents were single, and more than 15% were divorced. The distribution of places of residence was considerably skewed, as the vast majority of the study participants were city/town dwellers. The study subjects were distributed quite evenly in terms of psoriasis duration. In the largest proportion of female patients (44.44%), the diagnosis was established within the last 5 years; in contrast, the percentage of male patients diagnosed with psoriasis within the last 5 years was no higher than 16.95%. Up to 54.09% of respondents had a family history of psoriasis, most often in parents, followed by siblings and other relatives. Knowledge of family history of psoriasis among women and men was similar. The most often affected family members of female and male patients were their parents and other relatives, respectively. Psoriasis was diagnosed in both female (23.77%) and male relatives (29.51%) of the study participants. The occurrence of psoriasis among female relatives was more common among women, while men more often reported a history of psoriasis in their male relatives. Detailed sociodemographic characteristics of the respondents are presented in Table [1](#Tab1){ref-type="table"}.Table 1Sociodemographic characteristics of study cohortSociodemographic variableTotal (*N* = 366)Women (*N* = 189)Men (*N* = 177)*N*%*N*%*N*%Age (years) 18--306317.215126.98126.78 31--409626.236333.333318.64 41--506618.032714.293922.03 51--608723.772412.706335.59 \> 605414.742412.703016.95Marital status Married20756.568746.0312067.80 Single7821.315730.162111.86 Divorced5715.573317.462413.56 Widowed246.56126.35126.78Education Primary4813.1194.763922.03 Vocational369.8494.762715.25 Secondary12935.256634.926335.59 Higher15341.8010555.564827.13Place of residence Village9325.414825.404525.42 Town/city27374.5914174.6013274.58Duration of disease (years) Up to 511431.158444.443016.95 6--1914439.346936.517542.37 20 and more10829.513619.057240.68Family history of psoriasis None12333.616031.756335.59 Mother5715.574523.81126.78 Father6016.393015.873016.95 Siblings154.1031.58126.78 Other relatives (grandmother, grandfather, aunt, uncle)6618.032714.293922.03 Unknown4512.302412.702111.87

Mean duration of disease was 14.18 years (±11.82) and was shorter in female than in male patients. The study cohort included both patients diagnosed with psoriasis within the last 12 months and approximately 25% of respondents with an at least 20-year history of disease (Table [2](#Tab2){ref-type="table"}).Table 2Distribution of duration of disease variable (in years)Group*N*$\documentclass[12pt]{minimal}
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Acceptance of Illness {#Sec15}
---------------------

AIS scores ranged between 10 and 40 pts, with a mean value of 24.02 pts (±7.56), which corresponds to a moderate level of illness acceptance (Table [3](#Tab3){ref-type="table"}). The level of illness acceptance among men was significantly higher than among women (*p* \< 0.001). The lowest mean AIS scores were found in patients aged 41--50 years (*p* = 0.0098). The results for countryside dwellers were slightly higher than for city/town dwellers (*p* = 0.102). The level of illness acceptance did not differ considerably depending on time elapsed since diagnosis of psoriasis (*p* = 0.4613).Table 3Distribution of illness acceptance levels according to AIS, stigmatization levels measured with 6-item Stigmatization Scale and 33-item Feelings of Stigmatization Questionnaire, and quality of life scores determined with DLQIScaleStatistical variableSociodemographic variableTotalSexAge (years)Place of residenceDuration of disease (years)WomenMen18--3031--4041--5051--60\> 60VillageTown/cityUp to 56--1920 and more*N*189177639666875493273114144108366AIS$\documentclass[12pt]{minimal}
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Most patients showed moderate levels of acceptance to psoriasis (Fig. [1](#Fig1){ref-type="fig"}).Fig. 1Acceptance of psoriasis according to AIS. *AIS* Acceptance of Illness Scale

Satisfaction with Life {#Sec16}
----------------------

More than half of the respondents assessed their satisfaction with life as low (Table [4](#Tab4){ref-type="table"}). Men showed low levels of satisfaction with life slightly more often than women (*p* = 0.282). Most f requently, low levels of satisfaction with life were observed among 41--50-year-old patients (*p* \< 0.001). Low and moderate SWLS scores were most common among patients in whom psoriasis had been diagnosed 6--19 years earlier (*p* \< 0.001). Patients living in the countryside showed high levels of satisfaction with life significantly more often than those living in cities/towns (*p* \< 0.001).Table 4Distribution of satisfaction with life levels measured with SWLSScalePsychometric variableSociodemographic variableTotalSexAge (years)Place of residenceDuration of disease (years)WomenMen18--3031--4041--5051--60\> 60VillageTown/cityUp to 56--1920 and more*N*189177639666875493273114144108366SWLSLow *N*9099243951512445144548154189 %47.6255.9338.1040.6377.2758.6244.4448.3852.7547.3756.2550.0051.64Average *N*725727489242124105366033129 %38.1032.2042.8650.0013.6427.5938.8925.8138.4631.5841.6730.5635.25High *N*2721129612924242432148 %14.2811.8719.049.379.0913.7916.6725.818.7921.052.0819.4413.11*p*-Value0.282\< 0.001\*\< 0.001\*\< 0.001\*--*SWLS* Satisfaction with Life Scale\*Statistically significant difference

The vast majority of patients with low levels of illness acceptance also showed low levels of satisfaction with life; in contrast, low levels of satisfaction with life were found in only 28.6% of respondents with high levels of illness acceptance. Acceptance of the illness was shown to exert a significant effect on level of satisfaction with life with psoriasis (*r* = 0.535, *p* \< 0.001) (Fig. [2](#Fig2){ref-type="fig"}).Fig. 2Effect of illness acceptance on level of satisfaction with life. *r* Spearman's correlation coefficient; \*statistically significant correlation

Sense of Stigmatization {#Sec17}
-----------------------

The mean score for the 6-item Stigmatization Scale was 8.73 pts (±4.02), with no significant differences in the results of male and female patients (*p* = 0.936) (Table [3](#Tab3){ref-type="table"}). The lowest stigmatization levels were found in the youngest and oldest patients, 18--30-year-old and older than 60 years, respectively, and the highest mean scores were observed in the group of patients aged 41--50 years. Differences in stigmatization levels found in various age groups were statistically significant (*p* \< 0.001). Patients living in cities/towns showed higher, albeit insignificantly, stigmatization levels than respondents living in the countryside (*p* = 0.349). Level of stigmatization in patients diagnosed with psoriasis 6--19 years earlier was higher than in other respondents, but this between-group difference also did not reach the threshold of statistical significance (*p* = 0.257).

The mean score for the 33-item Feelings of Stigmatization Questionnaire was 90.06 pts (±21.55), with no significant differences observed between men and women (*p* = 0.057) (Table [3](#Tab3){ref-type="table"}). The lowest and highest stigmatization levels were observed in patients aged \> 60 years and 41--50 years. Age-related differences in this parameter were statistically significant (*p* \< 0.001). The highest stigmatization levels were found in patients diagnosed with psoriasis 6--19 years earlier. Similar to age, duration of disease exerted a significant effect on this parameter (*p* = 0.041). According to the 33-item Feelings of Stigmatization Questionnaire scores, countryside dwellers showed significantly higher stigmatization levels than the city/town dwellers (*p* = 0.035).

Quality of Life with Psoriasis {#Sec18}
------------------------------

DLQI scores for the present study cohort ranged between 0 and 30 pts, with a mean value of 17.81 pts (±5.91) corresponding to a severe deterioration of quality of life. However, the scores in nearly half of the respondents corresponded to a severe deterioration of quality of life (Fig. [3](#Fig3){ref-type="fig"}).Fig. 3Quality of life with psoriasis measured with DLQI. *DLQI* Dermatology Life Quality Index

Based on the distributions of the DLQI scores, men showed a moderate deterioration of quality of life twice as often as women. In turn, women more often than men had DLQI scores that corresponded to a normal quality of life or very severe deterioration of this parameter. Severe deterioration of quality of life was most often observed among patients aged 41--50 years and \> 60 years. Regarding time elapsed since diagnosis of psoriasis, the most evident deterioration of quality of life was found in patients who were diagnosed with this disease 6--19 years earlier. The sex- (*p* \< 0.001), age- (*p* = 0.003), place of residence- (*p* = 0.004), and disease-duration-related (*p* = 0.025) differences in the distributions of DLQI scores were statistically significant (Table [3](#Tab3){ref-type="table"}).

Correlations between Scales {#Sec19}
---------------------------

As a result of the statistical analysis, no statistically significant correlations were found between DLQI values and the other examined scales. However, statistically significant positive high correlation coefficients between disease acceptance and life satisfaction as well as a sense of stigmatization measured using the 33-item Feelings of Stigmatization Questionnaire were found. The higher the level of acceptance of the disease, the higher the satisfaction with life and the lower the sense of stigmatization. A statistically significant negative correlation was also found between the sense of stigmatization measured using the 6-item Stigmatization Scale and the level of disease acceptance, life satisfaction and sense of stigmatization measured using the 33-item Feelings of Stigmatization Questionnaire, which means that the higher the sense of stigmatization, the lower the level of acceptance of disease and life satisfaction, and the higher the sense of stigmatization (measured with the 33-item Feelings of Stigmatization Questionnaire). Detailed values of correlation coefficients are presented in Table [5](#Tab5){ref-type="table"}, and scatter plots in Fig. [4](#Fig4){ref-type="fig"}.Table 5Correlation coefficients between standardized research instrumentsDLQISWLS33-item Feelings of Stigmatization Questionnaire6-item Stigmatization ScaleAIS *r*−0.1020.5350.476−0.496 *p*-Value0.052\< 0.001\*\< 0.001\*\< 0.001\*6-item Stigmatization Scale *r*−0.018−0.508−0.561--- *p*-Value0.725\< 0.001\*\< 0.001\*---33-item Feelings of Stigmatization Questionnaire *r*0.0180.414------ *p*-Value0.736\< 0.001\*------SWLS *r*0.032--------- *p*-Value0.544---------*AIS* Acceptance of Illness Scale, *DLQI* Dermatology Life Quality Index, *r* Spearman's correlation coefficient, *SWLS* Satisfaction with Life Scale\*Statistically significant correlationFig. 4Scatterplots illustrating correlations between standardized research instruments *AIS* Acceptance of Illness Scale, *DLQI* Dermatology Life Quality Index, *SWLS* Satisfaction with Life Scale

Discussion {#Sec20}
==========

Psoriasis is a recurrent chronic disease having a devastating effect on quality of life and constituting a considerable burden for patients \[[@CR22]\].

Similar to a previous study conducted by Jankowiak et al. \[[@CR23]\], our female and male patients differed slightly in terms of their mean overall SWLS scores. Nevertheless, the largest proportion of respondents assessed their satisfaction with life as low. Satisfaction with life turned out to be the highest among the youngest patients (18--30 years). This observation is in opposition to the results published by Jankowiak et al. \[[@CR23]\], as those authors found the highest levels of satisfaction with life in 50- and 60-year-old patients. In our present study, the lowest SWLS scores were observed among respondents aged 41--50 years, whereas Jankowiak et al. \[[@CR23]\] found the lowest levels of satisfaction with life among 30--39-year-old patients.

In our present study, the mean score for the 33-item Feelings of Stigmatization Questionnaire was 90.06 pts, as compared with 84.3 pts in the study conducted by Hawro et al. \[[@CR24]\]. Mean score of our respondents on the 6-item Stigmatization Scale was 8.73 pts, which is a substantially higher value than the mean stigmatization level reported for patients from the United Arab Emirates (5.6 pts) \[[@CR25]\] and the mean score documented in another study of Polish people with psoriasis (5.0 pts) \[[@CR26]\].

We did not find statistically significant differences in the stigmatization scores of females and males with psoriasis. The results of previous studies analyzing the relationship between sex and stigmatization level in psoriasis are inconclusive. Some authors found higher stigmatization levels among women \[[@CR27]--[@CR29]\], whereas others did not observe significant sex-related differences in this parameter \[[@CR16]\]. Similar to our study, Hrehorów et al. \[[@CR30]\] did not find a statistically significant difference in the stigmatization levels of Polish females and males with psoriasis. The lack of significant sex-related differences in the stigmatization levels might be explained by the fact that a growing proportion of contemporary men pay attention to their image and want to be attractive \[[@CR31], [@CR32]\].

A growing body of evidence shows that psoriasis has a detrimental effect on quality of life \[[@CR33], [@CR34]\].

Mean quality of life score in the present study was slightly less than 18 pts. Mean DLQI score for 34 people with psoriasis participating in a study conducted by Martinez-Garcia et al. \[[@CR35]\] was 12 pts. In a study carried out by Moradi et al. \[[@CR36]\], among 62 Iranian patients with psoriasis, the mean DQLI score was only 8 pts. The mean DLQI in another study, conducted by Lin et al. \[[@CR22]\], was 9.16 pts. In a study of Greek people with psoriasis, the mean DLQI score was 12.61 pts \[[@CR37]\]. Kwan et al. \[[@CR38]\] reported a mean DLQI score of 6 pts. In their study, the DLQI scores for 31% of respondents corresponded to a severe deterioration of quality of life. The mean DLQI score for patients surveyed by Jung et al. \[[@CR39]\] was 12.4 pts, with 53.8% of participants showing severely deteriorated quality of life. The mean DLQI score for people with psoriasis who participated in a study conducted by An et al. \[[@CR40]\] was 13.32 pts, with 39.4% of respondents scoring at least 11 pts. In our present study, the proportion of patients who scored 11 pts and above was 47%.

We found a significant correlation between the level of illness acceptance and quality of life with psoriasis. Greater acceptance of the illness was associated with higher satisfaction with life, and a decrease in illness acceptance correlated with deterioration of quality of life. Published data on the relationship between illness acceptance and quality of life with psoriasis are inconclusive. While some authors did not find an association between these variables \[[@CR41]\], others reported significant correlations between the two \[[@CR42]--[@CR44]\].

Age is an important determinant of quality of life with psoriasis. Previous studies demonstrated that psoriasis had a greater impact on physical health in older patients, whereas the effect of the disease in younger age groups was observed primarily with regards to psychical and social domains of health \[[@CR45]--[@CR47]\]. In our present study, younger age groups (especially patients aged 41--50 and 51--60 years) contained a smaller proportion of persons who assessed their quality of life as poor. These observations are consistent with the findings published by Lin et al. \[[@CR22]\], as well as with the results of a study conducted by Zachariae et al. \[[@CR46]\] among people with psoriasis from Scandinavian countries; in the latter study, older patients also showed better quality of life than respondents from younger age groups. However, some studies demonstrated an opposite relationship between age and quality of life; For example, a study conducted by Italian researchers showed that older people with psoriasis had worse quality of life than working-age patients \[[@CR48]\].

We found that the proportion of women who assessed their quality of life as poor was larger than the respective proportion of male patients. Similar observations were also previously reported by Italian \[[@CR48]\] and Turkish researchers \[[@CR49]\]. Also, a study conducted in Japan showed that psoriasis had a more detrimental effect on quality of life in women than in men \[[@CR50]\].

The present study has some potential limitations which need to be considered for the interpretation of its results. One of them is the cross-sectional design of the study and the fact that the data were collected solely with self-report questionnaires. Another potential limitation might be a relatively small sample size. Furthermore, the group of patients recruited at a single institution was not necessarily representative of the whole population of people with psoriasis, hence our results should not be generalized onto all patients. Finally, no comparison with a control group was included in the study protocol. Despite these potential limitations, the results of this study might constitute a starting point for further research on the influence of sociodemographic variables on illness acceptance, satisfaction with life, stigmatization, and quality of life with psoriasis. Optimally, these relationships should be the subject of a longitudinal study.

Conclusions {#Sec21}
===========

People with psoriasis participating in this study showed moderate levels of illness acceptance and stigmatization, low level of satisfaction with life, and moderately deteriorated quality of life.Acceptance of illness was significantly modulated by patient sex. The level of illness acceptance among men was significantly higher than among women. Furthermore, illness acceptance exerted a significant effect on satisfaction with life with psoriasis.Place of residence exerted significant effects on satisfaction with life (higher in countryside dwellers), sense of stigmatization (stronger in countryside dwellers), and quality of life (more severely deteriorated in city/town dwellers).Duration of disease significantly affects the degree of life satisfaction, sense of stigmatization (measured using a 33-item Feelings of Stigmatization Questionnaire), and quality of life among patients with psoriasis.
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